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THE DEVISION OF HEALTH OF MISS0URI

STANDARD CERTIFICATE OF DEATH

- b 98026878

STATE FILE NUM?? 0
8 Primary chutrnhon ‘Dumcl No. 1%3 __________ Reglstrm 3 Ne. No. 8

a. COUNTY

2. USUAL RESIDENCE (Where deceased lived.

If institution: Ruldcnce efcra

STATE b, COUNTY admis
- MISSOURT STTLEO S
b. CgRY {If outside corporate kimits, give TOWNSHIP only) Inside Limits c. ch MARVIN c Inside Limits
1o 915 N.GRAND,ST.LOUIS, Mo, |"=@& %O town _ OVERIAND E f/ (Yorlg Ne[]
<. FUL#I]IN_I:r%gF {If NOT in hospital, give location) | Length of stay in 1b d. SB%%EEES {1 ou |gln, glvolacuhon) Reside on Form
A
2 4 T TioN VET.ADM, HOSPITAL | 14 days < 3504 DIX AVE. Yos (] MoK
3. NAME OF DECEASED First Middle Lnn 4, DATE Month Day Year
{Type or print} i oF
EDMUND ERNEST DAVIS CEATH JULY 14, 1958

5. SEX

Mg ©

6. COLOR OR RACE

WHITE

wipowep[[]

7. MARmEm“R marrien[]

o1vorcen[ )

8. DATE OF BIRTH

12/29/24

F UNDER | YEAR
Months | Days

IF UNDER 24 HRS.
Hours , Min,

9. AGE (In yeors
Jast blrthday)

33

10a. USUAL OCCUPATION (Give kind of work done

dmmfhﬁl¥ lifa, even il ratired)

Me

10b. KIND OF BUSINESS OR

NDUSTRY
onnell Corp.

11. BIRTHPLACE (City ond state or country)

ALTENBURG, MO.

12. CITIZEN OF WHAT COUNTRY?

UsA

13a. FATHER'S NAME

CLARENCE DAVIS

13b. MOTHER'S MAIDEN NAME

OLGA BODENSCHACHT

15. WAS DECEASED EVER IN U, §, ARMED FORCES?

(Y-mr un&mm)l {If yus, givs EE o: dates of service)

16. SOCIAL SECURITY HO.

486-32-6309

17.

INFORMANT

14. NAME OF HUSBAND OR WIFE

LILLIAN D, DAVIS

Address

VA HOSP. RECORDS, ST. LOUIS, MO,

PART I

Conditions, If any,
which gave riss to
above couse (a),
stoting the under-

DUE TO (b}

DEATH WAS CAUSED BY:
IMMEDIATE CAUSE {a)

18. CAUSE OF DEATH (Enter only one cause per line for {a), (b}, and {c).}

RESFIRATORY FAILURE

INTERVAL BETWEEN
ONSET AND DEATH

CHRONIC MYELOCYTIC LEUKEMIA

23 YEARS

20%

WHILE AT NOT WHI

O

LE

AT WORK

O

farm, foctory, street, office bldg., etc.)

cz, lying cause lost, DUE TO (c)
= PART I). OTHER SIGNIFICANT CCNDITIONS CONTRIBUTING TO DEATH but not related to the terminal disease condition given in PART | {0} 19. WAS AUTOPSY
by PERFORMED?
= - - - - YES, NO ]
| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART I or PART Il of item 18.)
w
v O 0 NONED
S[ 20c. TIME OF Heur Menth, Day, Yeor
a INJURY o.m.
‘3 p.m.
20d. INJURY OCCURRED MWa. PLACE OF INJURY {e.g., inor gbouthome, | 206 CITY, TOWN, OR LOCATION COUNTY STATE

Death occurred at

WORK:
21. ;allnncfod the deceased from 6‘5 z_Ql !ia , to

ond last saw ﬁolivo on

1/14/58

m on the date stoted above; and to the best of my knowledge, from the causes stated.

22a. 5| %4 , pw..mul,) 70

22b. ADDRESS

VAH, ST, LQJIS, MO,

22¢. DATE SIGNED

7/14/58

230, BURIAL, CREMATION,

& dig-17-58

23e. HAME OF CEMETERY QR CREMATORY

23d. LOCATION (City, town, or county)

(State)

REMOYAY, | MABTIN J. WOHL, M.De Memorial Park Jennd,ngs , Missquri
24. FUNERAL DIRECTOR 25’0]_‘_ “DD“E‘WoodS on Rz oavereco by L REG. RAR'S s:cNAwR ,
I 0 and, Mo JuL 1 S%AQ LA ,, N -'/ Vi 3

{Licensed Embalmer's Statacment on Reverse Side}

AR 7y



f20
]

STATEMENT BY LICENSED EMBALMER

o

- -

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
by me, or by -

,» Student Embalmer No. ........co.o.......
wor_king qnder my personal supervision.

........................................................

1

o Licqnsed Embal No....\ ..... %9
“ p.o. ‘Address&;‘.ﬁ.’f’.‘ﬁ.Z .

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWR]TING (Failure
to comply with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting. . .. .
[f this-body is not embalmed, fact should be so stated above




